HIV/AIDS has been found to be a challenging disease to humanity, its challenge spin-offs falling especially on to the caregivers of those infected and affected by the virus. This paper aims to discuss the challenges influencing the state of caregiving in the Kanye community home-based care (CHBC) programme in Botswana. The study was qualitative in design and explorative in nature, involving 82 primary caregivers in focus group discussions, and 5 CHBC nurses in individual interviews. Caregivers were found challenged by lack of community networks support, inadequate sanitary and care packages, poor shelter compromising privacy, inadequate income and food for their clients, inadequate care motivation as their volunteerism does not attract any payment, inadequate health personnel to offer psychosocial support like counselling, and an unconducive caring environment generally.
Introduction
Since the institutionalisation of the CHBC programme in Botswana (NACP 31, 1996) , the caregiving programme has been elevated to complement the mainstream health system. Therefore, the issue of quality discharged by the programme has been a big issue. Since several studies have indicated poor performance of the programme, with a high death toll (DMSAC, 2004 (DMSAC, , 2005 Jacques & Stegling, 2001; Kang' ethe, 2004 Kang' ethe, , 2006 , it has therefore been found necessary to study the challenges impeding or influencing the quality of caregiving in the programme. This paper discusses these challenges in the hope of impacting on policy and thereby improving the future operationalisation of the programme, and also the quality of the services.
According to Townsend (1979) , the challenges of poverty manifest themselves as a multifunction of many factors, like starvation, diseases, inability to achieve subsistence or minimum basic needs, deteriorating and deplorable living conditions, and inability to share and enjoy a decent standard of living. The United Nations indicates poverty or the state of being poor when one's living standards are below one dollar per day (UNDP, 1995) . In caregiving contexts in Botswana, most of these characteristics of poverty are shared by most of the caregivers and their clients in the country. Even though many countries have generally had a period of economic and social growth since World War II, in many areas poverty and deprivations have remained persistent and important features of daily life (Ferge & Miller, 1987) . While many areas of social development succumb to poverty and factors associated with it, one such conspicuous area is in caregiving, where poverty is largely the result of the impact of HIV/AIDS (Jackson, 2002; UNAIDS, 2005) . This has been found to negatively compromise the quality of caregiving.
According to a BBC world news broadcast (2005), Africa's farming has progressively continued to deteriorate since the start of the HIV/AIDS epidemic. This is because HIV/AIDS has eroded the working capacities and productivity of communities, thereby threatening the food requirements of those living with the virus. This is because one of the requirements for a client in the care process to achieve positive living is the availability of a good diet. As HIV/AIDS takes an increasingly heavy toll on the lives of breadwinners, more and more families are affected by shortages of food and other necessities. This falls heavily on the primary caregivers who take care of the sick. The Food and Agriculture Organization (FAO, 2001) argues that people's nutritional status is determined by various factors, such as household food security, health and care. These are affected by HIV/AIDS. Page & Davies (1999) , and the Food and Nutritional Technology Assistance Project (FANTA, 2000) suggest that HIV/ AIDS aggravates the problem of poverty among households. This is attributed to the fact that morbidity and mortality reduce the time and human capital available to households (Ainsworth, 1993) . A survey by Hope Worldwide NGO, South Africa, found that lack of food was the most pressing need besetting the caregiving process, the situation being exacerbated by the fact that the sick person may not desire what is available, but the body may demand that he be given special meals (UNAIDS, 1999 (Kang' ethe, 2004; NACP 30, 1996) .
There are many problems associated with the provision of these food baskets, such as lack of awareness by most clients and their families about the provision, stigma associated with the provision, and the long queues in the appointment system of the social workers to assess the socio-economic and ill health conditions of a client (Kalanke, 2004; Kang' ethe, 2004) . Furthermore, the food basket, even when it is provided, is usually inadequate, given the ever-escalating rate of inflation in Botswana. (Kang' ethe, 2004; NACP 30, 31, 1996; Phorano, Ngwenya & Nthomang, 2005; UNAIDS, 2001 ).
Many research findings on the quality of caregiving in Botswana have found the quality compromised by inadequate care packages in the clinics. This is because of inadequate and unreliable supply of the resources. This has left many caregivers desperate, with no gloves, sanitation towels, bleach or incontinence sheets to adequately handle their clients. This also exposes the caregiver to contagion (Kang' ethe, 2004 (Kang' ethe, , 2006 NACP 30, 31, 1996) . This, coupled with inadequate staffing to offer psychosocial support like counselling to both the client and their caregiver, only compounds the problem, further impacting negatively on the quality of care (UNAIDS, 2001 ).
Methodology
A qualitative design was used in the study, including all the 140 registered primary caregivers in the programme, and the 4 CHBC nurses and their co-ordinator. Therefore, while registered primary caregivers formed the sampling frame, the primary caregiver formed the unit of analysis (Neuman, 1997; Rubin & Babbie, 1997) . The response rate was 59%, with 82 volunteer primary caregivers constituting 10 focus group discussions.
The focus group discussions were conducted with the help of an interview guide. The 4 CHBC nurses and their co-ordinator were interviewed individually, using an interview guide that differed only slightly with the one for the caregivers. The role of the CHBC nurses was to corroborate, cross-check and confirm the responses of the caregivers.
To effect data analysis, the information from the focus group discussions with the primary caregivers and the one-on-one interviews with the nurses was audiotaped and then transcribed.
The huge mountain of primary data was reduced to manageable categories and themes, forming the basis of analysis. This was made possible using quotes, analogies and proverbs, while tables and graphs were used to present the data and therefore infer the findings. To reduce data bias and ensure data reliability and validity, results from the pilot study findings acted as baseline data. There was double translation of the instruments, that is translation from English to Setswana and then from Setswana to English by two independent translators, the two parties coming together to settle any discrepancies. In addition, the 4 nurses and their co-ordinator answered more or less the same questions as the primary caregivers. The two interview guides differed only slightly, and the two sets of responses confirmed and cross-checked each other.
The caregivers' interview grouping selection was based on the clinic's proximity and point of service delivery, with some clinics having more than one focus group discussion. While caregivers' selection was done irrespective of their age and gender, the nurses' selection was based on their supervisory role to the caregivers. All appropriate ethical issues were taken into consideration: informed consent, maintenance of confidentiality, adequate debriefings before commencement, no coercion, and treating the respondents with due respect to maintain their integrity and their human rights. Withdrawal from the research was voluntarily allowed (Neuman, 1997; Salkind, 2000) . Application by the researcher to carry out the 
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District in which the programme lies had high HIV prevalence (25.8%) and the programme was experiencing a high death rate (DMSAC Report, 2004 , 2005 . The researcher was also the head of the HIV/AIDS programme for almost 5 years, and it was therefore necessary to document his experience and lessons learned.
Findings Profile of the volunteer caregivers

Age, gender and educational dimension of the caregivers
The caregivers' ages ranged from 18 to 85 years. Forty-six caregivers (constituting 56% of the total caregivers) were older and obviously poor people of 50 years and above. A total of 28 caregivers (34%) were 60 years and above, 17 (21%) were aged between 60 and 69, while 10 (12%) were between 70 and 79 years old. Only 1 female caregiver was 85 years of age. The study revealed that most caregivers were women, and especially those above 60 years displayed characteristics of poverty -88% of the caregivers had no any income to support themselves and were physically not strong enough to meet the caregiving demands, leading to their disillusionment with the caregiving role. Some caregivers broke into tears as they explained the circumstances of deprivation in which they worked. The relatively elderly caregivers especially indicated that they were psychologically drained by caregiving and that they needed to be assisted.
Regarding literacy, 74% of the caregivers had either never been to school or had only primary level education. Only 5% of the caregivers had tertiary education. Illiteracy was found to contribute to a low level of care, low productivity and poverty. This was psychologically disabling, as most of those who had never been to school were also elderly and had problems of accessing education on caregiving, following the medical and hygiene protocol, and following the disease progression of their clients (Atta & Fidzani, 1996; Kang' ethe, 2006) . Findings indicate that the programme faces serious gender imbalances, with 80 (98%) being women and only 2 men (2%). Since women have other domestic chores, caregiving presented additional burdens and societal exploitation, further contributing to their poverty (Finch, 1984; Kelesetse, 1998; UNDP, 1995) .
Inadequate sources of income and food
Findings confirmed that many caregivers were poor, had no source of income, and therefore were not able to afford what their clients required or demanded. As many as 88% of the caregivers in the Kanye programme had no source of income, and they attributed their state of poverty and low quality of caregiving to lack of engagement in any income-generating activity or any form of employment. The food basket, for those lucky enough to get it, was not adequate, as it had some food items over-represented while some were under-represented.
Even for those scheduled to receive it, the social worker's assessment results took too long that caregivers were left with the challenge of looking for more income to supplement the food package. Lack of adequate food, therefore, presented one of the greatest stressors in caregiving, driving the caregivers further into poverty and compromising the quality of care, as they struggled to look for adequate food. This was exacerbated by the fact that the clients mostly required special and expensive food that caregivers could not afford. Caregivers, therefore, were frequently left with no alternative but to painfully watch their clients suffer, seeing them become weaker and more emaciated, not responding to ARV drugs due to food deficiency, and often succumbing to an array of opportunistic diseases (Kang' ethe, 2004) . This scenario could partly explain the high death toll experienced in many CHBC programmes in Botswana, with the Kanye programme worst affected (DMSAC Report, 2005) .
The quotes below were by caregivers demonstrating their desperation at their lack of income and food:
• We are poor and have nothing else to do except caregiving.
• 
Lack of material and financial provision
All the caregivers in the Kanye programme complained of not being considered for any incentive or any form of payment for their caregiving assignments. The majority said their only source of motivation was the fact that they worked for their blood relatives and community members they knew well, as indicated by the following quotes:
• We have accepted caring job because we take care of our relatives and members of our communities.
• No one else can do it. It is my community responsibility.
• It is my responsibility to take care of my son/daughter.
• It is my child. I bore him/her and have brought him/her up.
Their caring strength, the majority of caregivers said, could be described by the proverb 'blood is thicker than water' . Caregivers said their poverty emanated from lack of a government policy to consider caregiving as an emotionally draining activity that should attract some form of incentives or payments. Khan and Stegling (2000) , glaring poverty was found among the caregivers, as evidenced by the lack of even the most basic necessities, with lack of food being the gravest. Of the 29 clients interviewed in this study, 24 had been employed before falling ill, but at the time of the study, only 2 were in paid employment. The main concern and anxieties of the clients was the future of their parents or young children after their death, while some were worried about the burden of care which they presented to their families, and the detrimental effect the disease had on the economy of their households.
Inadequate community support
The picture above in the study by Khan and Stegling (2000) and Mojapelo and colleagues (2001) that further throw the caregiving arena into confusion with resultant low productivity (Dant & Gully, 1994; Kang' ethe, 2004) . This is why professional counselling and debriefings need to be intensified in the caregiving arena (NAB, 2004) . or hospital waste could be catastrophic to the health and wellbeing of the community as well (Panos Institute, 1990; Singh, Tabish & Malviya, 1990; Norvish, 1987) . This is especially due to lack of proper government machinery to ensure availability of care package facilities in medical health institutions, and also due to lack of money to provide these (Jacques & Stegling, 2001; NACP 30, 31 1996) .
Lack of material and financial provision to motivate and incentivise caregivers to provide quality caregiving has been responsible in many instances for the poverty of the caregivers.
Ironically, when community support programmes are developed to serve people who are terminally ill, especially in Botswana, they tend to rely on women as unpaid caregivers, who may be poor or poorer than the people they are assisting. They receive neither stipends nor incentives, despite the overwhelmingly difficult duties, the situation reflecting on the quality of care they are able to supply (UNAIDS, 2000 (UNAIDS, , 2001 (Finch, 1984; Kelesetse, 1998) . Kelesetse (1998) , for example, sees women working in CHBC programmes as a process of gender exploitation, making them ever poorer. Mathebula (2001) , in a seminar paper examining the experiences and needs of caregivers in Botswana, revealed that caregivers in Botswana experience many difficulties and have many needs that are related to lack of finance, professional support and assistance.
This has compromised the caregivers' output in many respects.
Caregivers frequently cited lack of money for transport to visit sick clients, or to fetch and pay for drugs, or buy paper and pens for record-keeping, or rubber gloves for handling sick clients, as some of the principle causes of stress, undermining their ability to do their work adequately (UNAIDS, 2000).
The author sees the provision of incentives as one of the ways to raise caregiving morale to improve the conditions in caregiving.
According to Huczynski (1987) , the purpose of an incentive or reward is to facilitate positive changes or behaviour that result in increased productivity. However, making rewards consistent with the caseload is one of the major organisational challenges for caregiving programmes. While an appropriate reward system contributes to organisational health and productivity, inappropriate reward systems sabotage and kill morale, resulting in lowered productivity. Lack of incentives, the research respondents reported, was a pivotal reason why caregiving does not attract young women and men. Botswana needs to learn from neighbouring countries that have addressed this issue. In Namibia, for instance, caregivers are given minimum support through Christmas and Easter bonuses, a funeral policy, ongoing training, and the allocation to each caregiver of N$100 per month, as a token of reimbursement for whatever the caregiver has spent in performing caregiving duties. Most caregivers pool these payments in order to bulk-purchase washing soap or staple foods to be divided equally among the members (UNAIDS, 2000) .
In Zimbabwe, Chirumhanzi CHBC caregivers receive as an incentive, a year's pocket money in a lump sum. Workshops and monthly meetings where they get a good meal and an opportunity to interact with one another also serve as an incentive to their work. Caregivers working at the Hillcrest AIDS Centre on the outskirts of Durban, South Africa, receive a monthly supply of basic foods, including mealie meal, beans, rice, sugar and tea after 6 months' satisfactory service (UNAIDS, 1999).
Inadequate community support has greatly contributed to caregivers being overwhelmed and downtrodden. Studies done in Kweneng, Botswana on caregiving by Khan and Stegling (2000) and by Mojapelo et al. (2001) found that caregivers felt unsupported by their families, relatives and the community at large, and were working in a sea of poverty;
while research findings in Zimbambwe on caregiving suggest that care programmes are not supported by their communities.
For example, the Chirumhanzu CHBC in Zimbambwe is not supported by community chiefs (UNAIDS, 1999). The current call by the Botswana government for communities to cherish and work to fulfil Botswana's vision 2016 through one of the vision pillars 'being a just, caring and compassionate society' is a call for people to value and inculcate the spirit of helping one another (Vision 2016 (Vision , 1997 . This could reduce the poverty inherent in today's caregiving process, and therefore raise the quality of care. However, according to Mensah (1994) and Brourd (quoted in UNAIDS (2000), lack of community assistance presents a departure from past practice, when community networks afforded material, financial and emotional help to their sick people. In Botswana, the concept of working together, i.e. letsema was well embraced, and involved participation and encouragement from traditional leadership structures.
Advocacy and lobbying need to be strengthened to return to these values (WHO, 2002) .
Conclusion
HIV/AIDS has impoverished communities, with a heavy load falling especially on the caregivers. Policies and programmes need to be put in place to address the poverty of the caregivers if the CHBC programme is to deliver good-quality care.
Putting in place income-generating projects, ensuring adequate provision of care facilities, and considering incentives through government, NGOs or donor communities, as is done in many other caregiving settings in other countries, could help redress the challenging environment of the caregivers. Community assistance by all could serve as a means of reducing the poverty of the caregivers. Ample education to ensure that the gender gap and disparities are reduced would go along way towards easing the burden on female caregivers.
